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Executive summary

Medicare spayment policies should striveto establish ratesthat approximate the pricesthat would
prevail inthelong runin competitiveloca health care marketsto ensurethat: 1) beneficiarieshave
accessto high-quality care; and 2) taxpayers and beneficiariesare not unnecessarily burdened through
thetaxesand the premiumsthey pay to financethe program. The Congressasked MedPA C to report
onthebarriersto payment and coveragefor interventiona pain servicesfurnished in hospital outpatient
departments (HOPDs), ambul atory surgery centers (ASCs), and physicians' offices. Thisreport gives
our responseto thisquestion.

Medicare spoliciesfor paying for interventional pain servicesareincons stent acrossambulatory care
settings. Consequently, the Commission recommendsthat the Secretary eval uate paymentsfor
ambulatory servicesto ensurethat financia incentivesdo not ingppropriately affect decisionsregarding
wherecareisprovided. The Commission alsofound that paymentsfor interventional pain servicesin
A SCsprobably do not reflect current costs because the rates are based on old charge and cost data.
The Commission recommendsthat the Secretary eva uate payment ratesfor ASCsusing recent charge
and cost datafrom asample of ASCsand updatethelist of proceduresthat are covered when
performedin ASCs. With respect to carefurnished in physicians' offices, the practice expense
alocationfor interventiona pain servicesperformedin physicians' officesislower thantheamountspaid
for the same services under the HOPD and ASC payment systems. Beginning in January 2002,
Medicarewill recognize pain management asaspecialty group. Consequently, the Commission
recommendsthat the Secretary recal cul atethe practi ce expense paymentsfor interventional pain
procedureswhen databecome available on the practi ce expenses of physiciansspeciaizinginpain
managemen.

Finaly, MedPAC found incons stencesin coverage policiesacrosslocalitiesbecauseMedicare's
contractorseach set policieswithin aspecified geographic area. Inaddition, thelimited number of
randomized controlled studiesevaluatinginterventiona pain servicesishindering the ability of
contractorsto establish policiesinthisclinical area. The Commission recommendsthat the Secretary
sponsor additional research about the effectiveness of interventiona pain servicesto strengthen the
evidencebasisfor Medicare’ scoveragedecisions. i
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RECOMMENDATI ONS

The Secretary should eval uate paymentsfor services provided in hospital outpatient
departments, ambulatory surgical centers, and physicians officesto ensurethat
financia incentivesdo not inappropriately affect decisonsregardingwherecareis
provided.

* YES: 15 * NO: 0 * NOT VOTING: 0 - ABSENT: 2

The Secretary should evaluate payment ratesfor ambulatory surgical centers (ASCs)
using recent charge and cost datafrom asample of ASCs. Healso should updatethe
list of proceduresthat are covered when performedin ASCs.

* YES: 15 * NO: 0 * NOT VOTING: 0 - ABSENT: 2

The Secretary should recd cul ate the practi ce expense paymentsfor interventional
pai n procedureswhen databecome avail able on the practi ce expenses of physicians
specidizinginpain managemen.

* YES: 15 * NO: 0 * NOT VOTING: 0 - ABSENT: 2

The Secretary should sponsor additional research about the effectiveness of
interventional pain servicesto strengthen the evidence basisfor Medicare' scoverage
decisons.

* YES: 15 * NO: 0 + NOT VOTING: 0 - ABSENT: 2

*COMMISSIONERS’ VOTING RESULTS




TheMedicare Payment Advisory Commission (MedPA C) examined the consistency and
appropriatenessof payment for interventiona pain services acrossambul atory settings—hospital
outpatient departments (HOPDs), ambul atory surgical centers(ASCs), and physicians' offices. The
Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000 (BIPA) required
that MedPA C report on the barriersto payment and coveragefor outpatient interventiona pain
management procedures.

Based on our eval uation and the findings of astudy conducted by Project HOPE on behalf of

MedPAC, wefound no hard evidence that accessiscompromised (Mohr and Milet 2001).

MedPAC’ sanaysisof trend datashows, with afew exceptions, that spending for interventional pain
serviceshasgeneraly kept pace with or exceeded spending growth for al physician services. However,
itispossiblethat some of these services, such asspina puncturesor trigger point injections, may have
been administered asadjunctsto surgical proceduresrather than for the management of chronic pain.
Assuch, thesedatamay confound eval uation of theuse of interventional pain services. Medicare's
newly created pain management specialty for physi cian services should improve effortsto monitor
trendsin the use of these services.

We highlight three conclusionsbased on our analysisof Medicare spoliciesfor paying for interventiona
pain servicesinambulatory settings:.

» Payment ratesfor someinterventiona pain servicesvary greatly acrossambulatory settings. The
Commissionreiteratesour March 1999 recommendation that the Secretary eval uate paymentsfor
servicesprovided in HOPDs, ASCs, and physicians' officesto ensurethat financial incentivesdo not
inappropriately affect decisionsregarding where careis provided.

» Payment ratesfor servicesfurnished by ASCsare probably not consistent with their costs because
theratesare based on dated charge and cost data. In addition, certain interventional pain services
arenot paid for when performed at ASCs. Thislack of payment may be dueto delaysby the
Centersfor Medicare & Medicaid Services(CMS) in updating thelist of covered proceduresin
ASCs. Consequently, the Commission recommendsthat the Secretary eval uate A SC payment rates
and updatethelist of ASC-approved procedures.

 Physician practice expenseall ocationsfor interventiona pain servicesare, on average, lower thanthe
rates paidto ASCsand HOPDs. We do not know if payments are adequate or if the cost of provid-
ing these servicesin officesislower thanthat infacilities. CM Srecently recognized pain management
asaphysician specidty, but it istoo soontotell whether thiswill affect the physi cian practice expense
allocationfor interventiona pain services. The Commission recommendsthat the Secretary recalcu-
late practice expense paymentsfor interventional pain serviceswhen databecomeavailableonthe
expensesof phys ciansspeciaizingin pain managemen.

MedPA C a so examined the effect of Medicare’ s coverage policieson access. Substantial variation
existsinthelocal medica review policies (L MRPs) made by Medicare' s contractors about coverage of
interventional pain servicesinambulatory settings. Thepaucity of informationinthemedical literature
about the use of interventional pain services has contributed to theincons stenciesinthesepolicies.
Consequently, MedPA C recommendsthat the Secretary sponsor additional research about the
effectivenessof interventional pain servicesto strengthen the evidence basisfor Medicare’ scoverage
decisons.
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E Interventional pain services considered in MedPAC’s analysis

Interventional pain procedures
¢ Facet joint blocks and neurolysis (diagnostic and therapeutic)
¢ Sympathetic blocks and neurolysis
¢ Intercostal nerve blocks and neurolysis
e Trigeminal nerve blocks and neurolysis
e Other nerve blocks
* Epidural injections
* Trigger point injections
¢ Other neurolytic injections
e Percutaneous lysis of epidural adhesions
¢ Discography
* Annuloplasty
* Implantable drug delivery systems
¢ Spinal cord stimulation (implantable transcutaneous electrical nerve stimulation)
* Chemodenervation of muscles

Procedures performed adjunct to interventional procedures
e Fluoroscopic guidance
¢ Arthrography
¢ Epidurography
* Myelography
e Catheter placement
¢ Spinal puncture
* Arthrocentesis

Source: Data compiled by MedPAC.

What is interventional pain management?

Pain iswidespread among M edicare beneficiaries, many of whom suffer from osteoarthritis, joint
disease, and other chronic medical conditions. Between 25 and 50 percent of the noninstitutionalized
elderly suffer from significant pain at sometime, and estimates of theratefor nursing homeresidents
reach ashigh as80 percent (American Geriatric Society Panel on Chronic Painin Older Persons 1998,
Magni et al. 1993, Mobily etal. 1994).

Interventiona pain management proceduresconsist of minimally invasive proceduressuch asneedle
placement of drugsin targeted areas, ablation of targeted nerves, and some surgical techniquessuch as
diskectomy and theimplantation of intrathecd infusion pumpsand spinal cord stimulators. (SeeTable1
for theinterventional pain proceduresconsideredin MedPAC'sanadlysis.) Many cliniciansbelievethat
these proceduresare useful in diagnosing and treating chronic, locaized pain that does not respond well
to other treatments. Researchersestimatethat 10to 20 percent of persons suffering from painwill not
find adequaterdlief fromlessinvasivecare (Krames1999).

Improving Medicare’s payment policies across ambulatory care settings

Becausethebasisfor payment variesacrossambulatory settings, large differencesexist in the payment
ratesfor many typesof services, including interventional pain services. Paymentsin ASCsaregenerdly
higher than thosein other settings, while physician practice expensesare generaly lower. For example,
in 2001, the payment to hospitalsfor atrigemina nerve block was $166.80; by comparison, the ASC
rate for the same procedure was $323.00, and the practice expense payment under theMedicare’s
physician schedule was $97.56 when the procedure was provided in the office setting.
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Variationsin payment could lead to shifting of careto inappropriate settings. MedPA C examined the
issueof potentia shiftsamong ambulatory settingsby cal cul ating the share of spending, by setting, for
physicians servicesin 1995 and 1999. Theresults, detailed in Table 2 (page 6), show the potential for
shifting servicesamong ambulatory care settings. For example, inthecaseof trigeminal nerveblocks
and facet joint blocks, the datasuggest that procedures have shifted to HOPDsand ASCsfrom
physicians offices. Thedataa so show the potential for shifting of spina cord stimulation and spinal
puncture servicesto HOPDsfrom physicians' offices. Finally, datasuggest that for intercostal nerve
blocksand neurolysisand other nerve blocks, decreasing sharesfor servicesin HOPDsare of fset by
increasing spending sharesfor physicians' offices.

The Commissionisconcerned that financial considerationscould lead to undesirable shiftsof services.
If careisshifted among settings, it should occur for clinical reasonsand not because of payment rates.
Consequently, wereiterate our recommendation from March 1999:

RECOMMENDATION 1

The Secretary should evaluate payments for services provided in hospital outpatient
departments, ambulatory surgical centers, and physicians’ offices to ensure that
financial incentives do not inappropriately affect decisions regarding where care is
provided.

The Secretary’ seval uation should focus primarily on servicescommonly provided in morethan one
ambulatory setting and should include both an analysis of the paymentsand costsand an anaysisof the
appropriateness of care performed in particular settings. 1nthe event that inappropriate payment
differencesarefound, the Secretary should beginto devel op ameansof recalibrating payment amounts
to reducetheir potentia impacts on choice of setting.

In additionto affecting program spending, shiftsin site of care can have unintended consequenceson
beneficiary coinsurance. Beneficiary coinsuranceis20 percent for servicesprovidedin physicians
officesand ASCs. By contrast, MedPA C estimated that the average coinsurance for HOPD services
wasjust under 50 percent of total payment for servicesin 2001 (MedPAC 2001a).

Improving payment policies for services
provided in ambulatory surgical centers

A SC payment rates probably do not reflect current ASC costs because therates are based on old
chargeand cost data. Medicare paysASCsbased on afee schedule, which sets payment rates
(median charges adjusted to costs) for eight procedure groups.! CM Slast conducted asurvey of
ASC’scostsand chargesin thelate 1980s.

Inaddition, Medicareonly paysfor certaininterventiona pain procedureswhenthey areperformedin
ASCs. CMShasnot updated thelist of these covered procedures since 1998.
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Share of physicians’ expenditures for interventional
pain services by site of care, 1995 and 1999

Share of physicians’ expenditures

Type of service 1995 1999
Chemodenervation of muscles

« HOPD 12.7% 13.0%

o office 87.3 86.6

e ASC 0 <1.0
Discograph

. Hgopr 4 51.6 52.3

o office 46.5 43.1

o« ASC 1.9 4.7
Facet joint blocks

« HOPD 22.9 64.7

o office 72.1 23.4

e ASC 5.0 11.9
Implantable drug delivery systems

« HOPD 0 <1.0

o office 100 99.8
Intercostal nerve blocks/neurolysis

« HOPD 12.3 8.1

o office 83.7 91.4

* ASC 4.0 <1.0
Spinal cord stimulation

* HOPD 80.1 97.5

o office 19.9 0

e ASC 0 2.5
Spinal puncture

« HOPD 68.5 76.1

¢ office 31.5 23.6

o« ASC 0 <1.0
Sympathetic blocks and neurolysis

« HOPD 55 15.7

o office 81.1 81.2

° ASC 13.4 3.1
Trigeminal nerve blocks

« HOPD 26.8 33.8

o office 73.2 61.1

e ASC 0 55
Trigger point injections

« HOPD 1.6 1.3

o office 98.4 98.7
Other nerve blocks

* HOPD 7.8 3.7

o office 91.6 95.7

* ASC <1.0 <1.0
Other neurolytic injections

« HOPD 23.5 24.5

o office 72.9 74.5

* ASC 3.5 1.0
All other services

« HOPD 24.8 21.3

o office 71.9 75.9

e ASC 3.4 2.7

Note:  HOPD (hospital outpatient department), ASC (ambulatory surgical center). Groups of interventional pain procedures accounting for less than $1 per
$1,000 in physician spending are not shown.

Source: MedPAC analysis of Medicare Part B 5 percent physician/supplier file.
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RECOMMENDATION 2

The Secretary should evaluate payment rates for ambulatory surgical centers (ASCs)
using recent charge and cost data from a sample of ASCs. He also should update the list
of procedures that are covered when performed in ASCs.

CM S should proceed with its 1998 proposal to conduct anew rate survey, and, in accordance with the
BIPA, should collect datafrom 1999 or later. CM Sisstatutorily required to conduct arate survey
every Syears. Past surveyshave collected datafrom asample of ASCsabout chargesfor individual
procedures and total costsand charges.

In addition, CM S should proceed with its 1998 proposal to updatethelist of proceduresthat are
covered when performed in ASCs. Theagency isrequired by statutetoreview thelist at least every
twoyears. CMSalso shouldrevisitits 1998 proposal to modify the methods used to approve
procedures, including using Site-of -service volumes as one of thefactors (but not themain factor) inits
approval process.

Improving payment policies for physician services

Generally, the practice expensedlocation for interventiona pain servicesperformed in physician offices
islower than the amountspaid for the same servicesunder the HOPD prospective payment system and
the ASC feeschedule. Itisunclear, however, whether practice expenseallocations are adequate,
because dataon the costs of providing these servicesin office settingsarelacking. Beneficiaries' access
to high-quality carein office settings could be adversely affected if payment amounts are not adequate.

The practice expenseallocation for interventiona pain servicesisafunction of themix of speciaty
groupswho perform these servicesand their hourly practice expenses.? CM Scalculatesthe practice
expensealocationsfor each procedure by weighting the average of the direct and indirect costs of the
specidtiesperforming the service by thefrequency with which each specialty performsthe procedure.
Theagency calculates practice expensedlocations separately for caredelivered infacility and non-
facility (office) settings. CM Sestimates practi ce expensesfor each physician specidty by using data
obtained from the American Medica Association’s Socioeconomic Monitoring System (SMS) survey.
Because some speciatiesare not adequately represented in the SMSdata, CM Salows specialty
groupsto submit their own cost data.

Current mean practi ce expensesdiffer substantially among the speciaty groupsrecognized by Medicare
that perform interventional pain procedures, ranging from $27 per hour for anesthesiology, to $59 for
neurology and $88 for physica medicine (HCFA 19984). Theaverage practice expenseallocation for
agiven procedurewill decreasethe extent to which agreater number of physicianswith lower practice
expenses perform the procedure.

2 Medicare requires physicians participating in Medicare to describe the kind of medicine they practice by designating one primary and one
secondary medical specialty.
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RECOMMENDATION 3

The Secretary should recalculate the practice expense payments for interventional pain
procedures when data become available on the practice expenses of physicians
specializing in pain management.

Beginning in January 2002, M edicarewill recognize pain management asaspecialty group. A

M edicare-recogni zed specialty of pain management isjustified, giventhehigh prevalence of painamong
beneficiariesand thevarying techniquesused totreat pain. Physiciansperforming interventiona pain
sarvicesaretrained inavariety of speciaties, including anesthesiology, neurology, and physical
medicine. The American Board of Anesthesiology providesasubspecialty board certificationinpain
management and approximately 3,000 physicianshave achieved thiscertified status. A pain
management specialty will enableresearchersto monitor trendsin the use of and paymentsfor pain
management services. Inaddition, thisspecidty designation iscons stent with the speciaty taxonomy
that has been devel oped under the Health Insurance Portability and Accountability Act.

Atissueiswhether thisnew specialty will affect the adequacy of the practice expenseallocation for
interventional pain services. Wehave noway to ascertain how thisnew specialty designation will affect
paymentsuntil databecomesavailableon: 1) the practice expenses of the physicianswho will identify
themsel vesunder the new specialty designation; and 2) the mix of physician speciatiesthat will
ultimately performthese services. Ittypically takestwotothreeyearsfor CM Sto collect sufficient data
to calculatethe practice expensedlocation for anew specialty. First, physiciansmust identify
themselvesunder anew specialty totheir carriers. Thenthey must bill enough servicessothat they are
adequately representedintheclaimsdata. Practice expense datamay need to be collected from

physi cians speciaizing in pain management to supplement datafromthe SMSsurvey. Findly, ittakesa
full billing year for claimsto beused in CM S sreeva uation of the practice expensealocation. When
sufficient datado becomeavailable, the agency should re-analyze the adequacy of the practice expense
alocationfor interventional pain services.

Improving payment policies for services provided
in hospital outpatient departments

Certain aspectsof thedesign of the HOPD prospective payment system may result ininaccurate
payment for interventional pain services. It appearsthat the method CM Sused to establish therelative
values, which measurethe expected costliness of aunit in each classification category (APC) compared
withtheoveral average costlinessof al units, may result ininaccurate paymentsfor certain services,
including fluoroscopy. Specifically, CM Sused only single-procedure claimsto cal cul ate the median cost
for serviceswithin an APC, which resulted in 55 percent of the outpatient claimsbeing excluded.® The
agency excluded multiple-procedure claimsto minimizetherisk of improperly assigning coststo the
wrong service.

3 Single-procedure claims are those for which the procedure code to be grouped to an APC is the only code that appears on the bill, other than
incidental services. Multiple-procedure claims included more than one procedure code that could be mapped to an APC. Multiple-procedure bills
were used in other analyses done by CMS, including the impact analysis (Health Care Financing Administration 1998b).
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Unfortunately, thelack of claimsdataabout the experience of hospitalsunder the new outpatient
payment system to date substantialy limitsM edPA C' s ability to draw definitive conclusionsabout the
appropriateness of thissystem for interventional pain services. Nonetheless, CM S srecent proposal to
revisethe HOPD prospective payment system by adding several new APCsfor interventional pain
procedures and by paying for some procedures previoudy not paid in HOPDs, such astherefilling of
ambul atory pain pump reservoirs, should address some of the concernsrai sed by interested parties
about the new payment system. These changesare expected to affect themgority of interventional pain
management procedures by creating awider range of payment amountsand groupsthat areclinically
coherent.

Improving Medicare’s coverage policies

Incongistenciesin coverage policiesoccur across|ocalities because Medicare' s contractorswho
implement loca coverage policies—fisca intermediaries(FIs) for hospital services, carriersfor
outpatient services provided in physiciansofficesand A SCs, and durable medical equipment regional
carriers(DMERCSs) for DM E services—each can set policieswithin aspecified geographic area.
Variation occurs despite recent effortsby CM Sthat requireits contractorsto: 1) develop evidence-
based LMRPs, 2) establish an open and public processfor developing LM RPs, 3) shareinformation
among one another, and 4) post all draft and final LM RPsontheir websites. CM Srequiresthat its
contractorsemploy at least onemedical director who assistsin devel oping LMRPsand meetswith
interested partiesabout draft LMRPs. Medicd directorsfromthe carriersand Flsparticipateinclinica
work groups, and acommittee on chronic pain management wasformed inthemid-1990s.4 In
addition, the agency encourages contractorsthat operatein two or more statesto develop uniform
LMRPsacrossal jurisdictionsto theextent possible. Finally, thefour DMERCsarerequired by
Medicareto develop and use one set of coverage policies.

Thedisparitiesamong coverage decisionsin different geographic areasmay be affecting accessto
certaininterventional pain services. For example, severa carriershaveissued different LM RPsabout
thenumber of paravertebral facet joint blocksthat can be provided during an encounter and the
indicationsfor which thisprocedure may be performed. MedPAC'sreview of themedical literature
suggeststhat thelimited number of randomized controlled studieseva uatinginterventiona pain services
ishindering the ability of Medicare’ scontractorsto establish policiesinthisclinical area

RECOMMENDATION 4

The Secretary should sponsor additional research about the effectiveness of
interventional pain services to strengthen the evidence basis for Medicare’s coverage
decisions.
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Additional research about the use of interventional pain serviceswill assist Medicare' scontractors
implementing evidence-based LMRPs. Conducting carefully controlled studiesisespecialy importantin
theareaof pain management, because pain toleranceishighly individualized and may havea
psychological component. Researchershave shown that paininterventions can havealarge placebo
effect, further reinforcing theimportance of strong study designs. Many of theexisting clinica studies
that evaluateinterventional pain servicesare case serieswithout controls. Indeed, the Cochrane
Collaboration recently called for the conduct of larger, better-designed studiesto improve understanding
of the effectiveness of injection therapy for subacute and chronic low back pain.> Some public-private
initiativesareaming tofill thisinformational gap. For example, the National Comprehensive Cancer
Network and the National Cancer Ingtitute have severa ongoing studiesin cancer pain management.
However, there appear to befewer researchinitiativesin the trestment of nonmalignant pain.

Additional research about the use of interventional pain services could address concernsraised by
groupsinterviewed on behalf of the Commission that some of the current LMRPsdo not reflect
conventional pain management practice. Some groupsa so were concerned that L M RPswereimposed
without consulting with expertsin theareaof interventional pain medicine, and that physicians
specidizing in pain management could not sit on carrier advisory committees (CACs). CM Srequires
that carriersestablish CACsin each stateto makeloca coverage decisionsafter reviewing scientific
evidencein apublic forum, and that CA Cs consider evidence obtained from itsmembersaswell as
from outside sources. Theagency hasclarifieditspolicy toitscontractorsthat physicianswithout a
Medicare-recognized specidty cansiton CACs. Finaly, groupsmay formally request that CM S make
anationa coverage decision about serviceswithwidely varying loca coveragepolicies. CMSofficids
haveinvited provider groupsthat offer interventional pain servicesto submit requestsfor national
coverage decisions, but none have been submitted.

The Secretary might consider the use of provisional coverage asoneway to advanceresearch on
interventiona services. Under provisional coverage, investigational proceduresmay becoveredif
beneficiariesreceivetreatmentsat facilitiesthat follow arigorous study protocol to evauatethe
outcomesof care. Final coverage decisionsare made oncethedataare analyzed. The concept of
provisiona coverage also could be used to eval uate the effectiveness of proceduresthat are currently
considered standardsof care, but for which limited evidence about effectivenessexists. Suchapolicy
might need to beintroduced at anational level to ensure an adequate sample of beneficiariesand
consistency inthe methods used to collect and evaluate data.

CM Scould a so pursuefurther research about the effectiveness of interventional pain servicesby jointly
sponsoring clinical trialswiththe National Institutesof Health (NIH). Beginning in September 2000,

M edicare began covering theroutine costs of quaifying clinical trials, aswell asreasonableand
necessary itemsand services used to diagnose and treat complicationsarising from participationin
clinical trials. A recent example of such acollaboration by NIH and CM Sistheir task forcetodesigna
clinical trid to eva uatethe efficacy and costs of daily dialysis. Asthe Medicare population ages, itis
important to better understand what does and does not work in treating and managing pain.

5 The Cochrane Collaboration is a non-profit organization based in the United Kingdom that aims to improve health care decisionmaking by
performing systematic reviews of the effects of health care interventions (Nelemans et al. 2000).
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Inaddition to further clinical research onthe effectiveness of interventional techniques, MedPAC
believesthe devel opment of cross-speciaty guiddinesin pain management a so may make animportant
contribution. Many pain speciaty groups have devel oped their own guidelines, but they arenot always
inagreement. A consensusdevel opment panel that cutsacrossthevariousspeciaty groupsinvolvedin
pain management could help move speciaty groupstoward clinical consistency inareaswhere
differencesexists. Such endeavorscould a so benefit Medicare contractorsasthey develop LMRPs.

Additional research about the use of interventional pain servicesa so could help addressaconcern
raised by someclinical expertsabout the quality of these serviceswhenthey are performedin
physicians offices. Someclinical expertsinterviewed on behalf of the Commission voiced aconcern
that these proceduresare being performed in physicians' officesthat lack the necessary sterile
environment or imaging equipment, such asfluoroscopy, required to safely guide somespinal injections
tothe proper locations. Although complicationsarerare, inappropriate needle placement may resultin
paralysisor death for some of these procedures. Nonethel ess, the Commission could find no evidence
inthemedicdl literature showing that patient outcomeswere affected when interventional pain services
werefurnished in physician offices compared with other ambul atory settings.

Ultimately, the Commission believesthat CM S should moveto astandard nationwide system of clams
processi ng, which would eiminate LM RPsand requirethat CM S make nati onwide decisionsabout the
coverage of medica services. Thisconclusionisbased onthe Commission’sanalysisof thecomplexity
of LMRPsdiscussed in our December 2001 report on reducing M edi care complexity and regul atory
burden (MedPA C 2001b). Eliminating LMRPswould reduce much of the current complexity,

incond stency, and uncertainty inthe current coverage process program and eliminatethe associated
burden on beneficiariesand providers. i
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Commiissioners’ voting on recommendations

Inthe Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000 (BIPA), the
Congressrequired MedPAC to call for individual Commissioner votes on each recommendation, and to
document thevoting recordinitsreport. Theinformation below satisfiesthat mandate.

Recommendation 1

The Secretary should eval uate paymentsfor services provided in hospital outpatient departments,
ambulatory surgical centers, and physicians officesto ensurethat financia incentivesdo not
inappropriately affect decisionsregarding where careis provided.

Yes. Braun, Burke, DeBusk, Feezor, Hackbarth, Loop, Muller, Nelson, Newhouse, Newport,
Raphael, Reischauer, Rosenblatt, Rowe, Stowers
Absent:  Smith, Wakefield

Recommendation 2

The Secretary should evaluate payment ratesfor ambulatory surgical centers (A SCs) using recent
charge and cost datafrom asample of ASCs. Healso should updatethelist of proceduresthat are
covered when performedin ASCs.

Yes. Braun, Burke, DeBusk, Feezor, Hackbarth, Loop, Muller, Nelson, Newhouse, Newport,
Raphael, Reischauer, Rosenblatt, Rowe, Stowers

Absent: Smith, Wakefield
Recommendation 3

The Secretary should recal cul ate the practi ce expense paymentsfor interventiona pain procedures
when databecome avail able on the practi ce expenses of physicians speciaizing in pain management.

Yes. Braun, Burke, DeBusk, Feezor, Hackbarth, Loop, Muller, Nelson, Newhouse, Newport,
Raphael, Reischauer, Rosenblatt, Rowe, Stowers

Absent:  Smith, Wakefield
Recommendation 4

The Secretary should sponsor additional research about the effectiveness of interventiona pain services
to strengthen the evidence basisfor Medicare’ scoveragedecisions.

Yes. Braun, Burke, DeBusk, Feezor, Hackbarth, Loop, Muller, Nelson, Newhouse, Newport,
Raphael, Reischauer, Rosenblatt, Rowe, Stowers

Absent:  Smith, Wakefield
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